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Fetal tachycardia: Is digitalis still the first-line therapy? 
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Summary 

Medical treatment of fetal tachycardias has substantially improved neonatal outcome over the past years. Digitalis has been often 
used as first-line therapy in these cases, and more recently the use of several newer agents have been reported. We present four cases 
of fetal tachycardia with a favorable neonatal outcome after successful treatment with digitalis. Rapid transplacental digitalization 
appears to be an effective and reliable treatment option for fetal tachycardia, particularly in non-hydropic fetuses. In hydropic 
fetuses, however, digitalis alone appears to be less effective and administration of a second drug is usually needed. 
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Introduction 

Fetal tachycardia is a rare pregnancy complication 
usually of unknown etiology. It can be easily recognized 
with fetal heart auscultation during routine prenatal 
visits. In most cases it has a short duration and is of no 
clinical significance. Tachycardia is only rarely sustained 
and can be detrimental to the fetus. Due to the rarity of 
this condition, no general treatment guidelines exist. We 
present four cases of fetal tachycardia treated in our hos­
pital between 1994 and 2002. In all cases, maternal 
history was unremarkable, there were no maternal symp­
toms, and fetal biometry was appropriate for gestational 
age when tachycardia was diagnosed. Intravenous 
digoxin was the first-line therapy in all cases; after initi­
ation of treatment all mothers were monitored with elec­
trocardiogram every eight hours, and there were no 
maternal or fetal side-effects noted. 

Case Report 

Case 1: A 28-year-old nulliparous woman was referred at 27 
weeks'gestation due to fetal cardiac a盯hythmia. Laboratory tests 
were normal, including testing for anti-Ro and anti-La autoanti­
bodies. On ultrasound the fetal heart rate (FHR) was 300 bpm 
and there were no signs of hydrops (Figure I). Digoxin therapy 
was decided on (loading dose I mg IV in four doses on the first 
day, followed by 0.25 mg/day orally). Within 24 hours, the FHR 
was 130 bpm. The woman was discharged with the same oral 
dose of digoxin and ultrasound re-examination at weekly inter­
vals was recommended. Tachycardia recurred at 33 weeks. A 
cesarean section due to fetal distress was then performed and a 
live, male infant, weighing 2,100 g was born. Postnatally a bicus­
pid aortic valve was diagnosed. The child is now two years old, 
with normal growth and development, under constant digoxin 
treatment, with no signs of recurrence. 
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Case 2: A 30-year-old nulliparous woman was referred at 31 
weeks'gestation after detection of fetal tachyarrhythmia during 
routine examination. Diagnosis of fetal supraventricular tachy­
cardia was set on ultrasound (average FHR 240 bpm); there 
were no signs of hydrops. The glucose tolerance test was abnor­
mal, but diet alone proved to be sufficient therapy. Rapid 
transplacental digitalization followed (loading dose 1.25 mg in 
five doses on the first day, followed by 0.25 mg/day orally), 
leading to normal FHR within 24 hours. The digoxin dose was 
temporarily reduced to 0.25 my orally/day, but tachycardia 
recurred making an additional dose of 0.25 mg IV digoxin/day 
necessary for the next three days. The woman was discharged 
with the recommendation to take 0.25 mg digoxin/day, orally. 
After vaginal delivery at term of a live female infant, weighing 
2,950 g, tachycardia apparently resolved spontaneously. Pedi­
atric evaluation showed that no cardiac anomalies were present. 
The child is now one year old, in good health, with a stable 
heart rate, and no drug treatment is needed. 

Case 3: A 30-year-old nulliparous woman was referred at 22 
weeks'gestation due to fetal tachycardia detected on routine 
ultrasound. Fetal supraventricular tachycardia exceeding 260 
bpm and fetal hydrops (Figure 2) were diagnosed. The fetal 
cardiac anatomy was normal, but accurate evaluation was ditii­
cult because of tachycardia. A loading dose of 1.5 mg digoxin 
IV was given on the first day, followed by 0.75 mg on the 
second day, but with no response. On the third day, 160 mg of 
oral verapamil was added together with 0.50 mg digoxin. Fetal 
ascites was reduced 24 hours after the introduction of vera­
pamil, but with no change in FHR. On the fourth day the FHR 
was normal. The final treatment regimen was: digoxin 0.25 
mg/day orally and verapamil 120 mg/day orally. The woman 
delivered vaginally at term a healthy male infant weighing 
3,440 g. Pediatri iatric evaluation showed that no cardiac anomalies
were present. The child is now five years old with normal 
growth and development. 

Case 4: A 23-year-old nulliparous woman was referred at 27 
weeks'gestation after detection of fetal tachycardia during 
routine fetal heart auscultation. On ultrasound an FHR of 240 
bpm was detected. No sign of hydrops fetalis was found. Ther­
apeutically rapid transplacental digitalization was performed 






